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Childt Home Phone #: I I

Child! Birthdote: 

-/ 
_/ _ Childt Age:

D Mole tr Femole School:

Doyou.hovelegol custodyof thischild? DYes DNo lsthechildodopted? trYes trNo lsthechildinofosterhome? f Yes trNo

Whom moy we Thonk for referring you? Other siblings seen by us:

Neighbor or Relolive not Iiving with you

Work Phone #: ( l

Porent's Moritol Stoius: f, Morried D Divorced [J Seporoted f Widowed tr Remorried 3 Single

Mother: U Step Mother tr Guordion Birthdote: 

-/ -/ 

- Home Phone #: (-) Work Phone #: (-l-

Fother:DStepFother3GuordionBirthdote:-/-/-HomePhone#:1-)-WorkPhone#:(-)-

Work Phone #: l-l_ Home Phone #: {_l_ Employer

Who is responsible for moking oppointments?

WorkPhone#:(-)-HomePhone#:()-Besltimetocol|:

Dentol Coveroge? f Yes f No

lnsuronce Co. Nome:

Medicol Coveroge? tf Yes f No Orthodontic Coveroge? I Yes D No

Phone #: (-l_ Group # (Plon, Locol, or Policy #):

lnsuronce Co. Address:

Policy Owner's Nome:
PO Box/Skeet Cily Srore Zip

Policy Owner's Bi*hdoie: _,/_,/_ Sociol Security #:

Dentol Coveroge? ,J Yes I No

lnsuronce Co. Nome:

Medicol Coveroge? tr Yes Il No

Phone #: ( I

Orthodontic Coveroge? f, Yes O No

Group # (PIon, Locol, or Policy #):-
lnsuronce Co. Address

Policy Owner! Nome:
PO Box/Sfreet Cir/ Stote Zip

Policy Owner's Bnthdo+e: _/ _/ _ Sociol Securiiy #:
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ls the child currenlly in poin? B Yes tr No Whot is the primory reqson for todoy's visit?

Hos the child ever hod ony poin / tenderness in his / her iow ioinr (TMJ / TMD)? tr Yes O No

Hos the child experienced problems wiih previous dentol work? tr Yes Q No

ls the child! woter fluoridoted?

Does the child brush his / her teeth doily?

Previous / Presenl Dentist:

trYes trNo

DYes DNo

ls the child toking fluoridoted supplemenis? il Yes tr No

Floss his / her teeth doily?

Dote o[ Lost Visit:

lhot did you like most oboui ony dentist you hove seen?

Y N Breost Fed

Y N Chewing on Oblects

Y N Clenching /Grinding Teeth

Y N Lip Sucking/Biting

Does / did the child hove ony of the following hobits?

Y N Mouth Breother

Y N Noil Biting

Y N Nursing Bottle Hobits

Y N Speech Problems

Y N Thumb/Finger Sucking

Y N Tongue/Cheek Biting

Y N Tongue Thrust

Y N Used Pocifier

ls the child currently under the core of o phyri.s',ffilJ f, Yes -l No Pleose exploin:

Pleose describe the childt currenl physicol heolth: f, Good 3 Foir fl Poor Are lmmunizolions Currenl? D Yes D No

Pleose list oll drugs ond/or other things ihot couse the child ollergic reoctions:

Pleose list oll drugs thot the child is currently ioking:

Anyihing you would like to discuss with the Doctor in privote? D Yes D No

Y N Abnormol Bleeding

Y N AIDS/HlV+

Y N Allergies

Y N Anemio

Y N Any Hospitol Stoys/Operotions

Y N Asthmo

Y N Blood lronsfusion

Y N Concer

Y N Chicken Pox

Y N Congenitol Heort Defect

Y N Convulsions

Hos the child hod/experienced ony of the following:

Y N Diobetes

Y N Epilepsy

Y N Hondicops/Disobilities

Y N Heoring lmpoirment

Y N Heorl Murmur

Y N Hemophilio

Y N Hepotitis

Y N High Blood Pressure

Y N Hives

Y N Kidhey Problems

Y N Liver Problems

Y N Low Blood Pressure

Y N Lupus

Y N Meosles

Y N Mitrol Volve Prolopse

Y N Mononucleosis

Y N Rheumotic Fever

Y N Scorlet Fever

Y N Sickle Cell Anemio

Y N Skin Rosh

Y N Tonsillitis

Y N Tuberculosis (TB)

Pleose discuss ony serious medicol problems rhe child experiences/ed:

I offirm thot the informotion I hove given is correct to the best of my knowledge. lt will be held in the strictest confidence ond it is my responsibility
to inform this officeof ony chonges in my childt medicol stotus. I outhorize the dentol stoff to perform the necessory dentol servicei my child moy
need. My method of poyment *ill be _.

Signoture o[ porent or guordion

lcertifythotmychildiscoveredby-lnsuronceCo.ondlossigndirectlytoDr.-
oll insuronce benefits olherwise poyoble to me. I understond thot I om responsible for poyment o[ services rendered ond olso responsible for poying
ony co-poyment ond deductible thot my insuronce does not cover. I hereby outhorize the dentist to releose oll informqtion necessory to secure the

poyment of benefits. I outhorize the use of this signoture on oll my insuronce submissions, whether monuol or elechonic.

Signoture o[ porent or guordion

The porent or guordion who occompqnies the child is responsible for poyment qt lime of service.
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